Pre-test counselling for HIV has been surrounded by mystique and has now become an emergent speciality. This has deterred some medical practitioners in the developed world and more especially in hard pressed hospitals in the developing world from discussing HIV with their patients'. In the UK the mystique is disappearing, encouraged by a change in HIV testing guidelines issued by the Department of Health in 19962. Discussion and testing should be incorporated into mainstream medical care and the term 'counselling' is best replaced by 'discussion', which implies the need for a process of dialogue in which information and consent is obtained as well as information passed on3. These recommendations are slowly taking effect in the UK, but in the developing world many patients do not get tested, simply because staff do not have the time or because they are not part of the elite team whose task it is to perform pre-test counselling. During a few weeks commitment at a central African teaching in 1994 I found that some patients were not tested because ward staff were not considered adequately trained and the counselling team were too busy to attend some inpatients. Such a delay was not in the best interests of patient care.
In this issue Campbell and Rader (p. 194) in their crucially important Viewpoint paper make a plea for the concept of community-informed consent for HIV testing in healthcare settings in the developing world. Their observations are experience basedboth having worked at the Chikankata Hospital in Zambia and Salvation Army health services internationallyand do not stem from a specific theoretical framework.
Western cultures are generally individualistic in contrast to the relational collectivism of developing world cultures. Hofstede has defined collectivist cultures as ones in which people from birth onwards are integrated into strong cohesive groups which through-out a lifetime continue to provide protection in exchange for unquestioning loyalty4. Collectivist cultures by definition, therefore, have a much more richly developed sense of community and decision making is an activity of, and reflects the views of, the whole community rather than the individual. The individualism of Western cultures has powerfully affected the medical ethical formulations that many Westerners wrongly assume are globally appropriate. Campbell and Rader challenge those individualistic assumptions. However, important issues remain to be thought through. How can the validity of a privileged relationship of trust between a community and a healthcare facility be tested? What about individuals who live in the community but are alienated from its structures? Is it safe to assume that such a deep sense of community exists in the multi-tribal mix of large third world cities? Cultures evolve and their values change. It is a sad fact of modernity that to some extent the community values of developing world cultures are gradually being replaced by Western individualism. Values that are safely assumed to be held today may no longer be so widely accepted in 10 years time. By whatever process community-informed consent is deemed to exist it will need periodic review and perhaps specific nurturing.
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